There is now ample evidence that a particular type of appearance in chest radiographs of workers exposed to a variety of dust hazards is closely associated with the presence of rheumatoid disease. The original cases in coal workers were observed in Wales (Caplan, 1953; Miall, Caplan, Cochrane, Kilpatrick, and Oldham, 1953) , but similar examples have been seen in coal workers in other parts of Great Britain and in other European countries (Christiaens, Balgairies, Foubert, Aupetit, and Grailles, 1954; Petry, 1954; van Mechelen, 1954; Dechoux and Ruyssen, 1956; von Sepke, 1957) .
Up to the present, examples of this syndrome in workers exposed to dusts other than coal have been published only outside Britain. Colinet (1950 and in France described it in relation to a silica hazard. From Belgium, Clerens (1953) described two cases in female workers from the same factory exposed to a pure silica hazard. From Holland, van der Meer (1954) reported one case in a man who had worked as a diamond and metal polisher and also as a sand blaster. Martin and Fallet (1953) considered that they had seen one instance in a miner exposed to a pure silica risk in Switzerland.
Cases of the rheumatoid pneumoconiosis syndrome have been observed in Great Britain in workers exposed to a variety of dusts other than coal, as in potteries, sand blasting, brass and iron foundries (Caplan, unpublished) . In this number of this Journal, cases are reported in a boilerscaler (Campbell, 1958) and an asbestos worker (Rickards and Barrett, 1958) .
These, and the following account of a case in a foundry worker, emphasize the prevalence of the syndrome in workers exposed to a wide variety of dusts.
Briefly, the characteristic radiological features are multiple, well-defined round opacities 0.5 to 5 cm. in diameter distributed throughout both lung fields. He was a small, rather thin (112 lb., 55 kg.), deaf man. There was typical rheumatoid arthritis of both shoulders, right elbow, both knees, and finger joints. Radiographs of the hands confirmed the diagnosis.
The chest film showed, in addition to a Category 1 pneumoconiosis, a round opacity about 1 cm. in diameter in the right upper zone and a group of small irregular opacities in both lower zones (Fig. 1) .
He was re-examined at regular intervals and was admitted to hospital on four occasions, twice (1952 and 1953) with the widespread and numerous opacities in the 1957 film (Fig. 3 ). Fig. 2 shows the appearance at an intermediate date.
In May, 1957 , because of the difficult differential diagnosis of the lung lesions, a thoracotomy was advised and a biopsy of the right lower lobe was performed by Mr. G. C. W. James. At operation it was observed that the pleural space was obliterated by dense vascular adhesions which were fairly easily separated by sharp dissection. The whole of the lung, especially the right upper lobe and right lower lobe, contained solid hard nodules which, because of coalescence in places, made measurement difficult. Some plaques with serpiginous blackened edges were visible on the pleura, the plaques being rather yellowish in colour. The hardness of the nodules was such as to suggest calcification.
The biopsy tissue contained a nodule 4 mm. in diameter. It showed the characteristics of rheumatoid pneumoconiosis described above except that there was no endarteritis. Part of the nodule is illustrated in Fig. 4 . There is palisading of cells outside a necrotic zone. The nuclear remnants and dust of a former cellular zone are still visible. The specimen, however, also contained a focus of simple pneumoconiosis unaffected by the rheumatoid change. For comparison with Fig. 4 is a corresponding zone from a subcutaneous nodule of the elbow of the same man (Fig. 5) . A characteristic difference between lung and subcutaneous nodules is the somewhat greater tendency for the lung ones to break down to form clefts or cavities (Fig. 6) 
